MMCAL JOURNAL Dipyridamole in Acute Myocardial
Infarction SIR,-The results of oral treatment of myocardial infarction with dipyridamole (Persantin) reported by Dr. A. E. Gent and others (9 November, p. 366) do not quite agree with our own experience. Considering the mechanism of action of the substanceso far as it is known-one can expect only a limited effect in the first month after an acute infarction. In our series of 52 cases of myocardial infarction half the patients were treated with Persantin infusions (60 to 100 mg. per day). The electrocardiographic findings and the clinical course were more favourable in the Persantin group, and the mortality rate was lower (1 against 5).
Such results have to be evaluated critically because, owing to the relatively small number of cases, several risk factors in the course and prognosis of acute myocardial infarction cannot be taken into consideration. We did not observe any complications due to intravenous therapy with dipyridamole. In particular, the hypotension, which has frequently been mentioned, was never appreciable.
The large number of publications on clinical and animal experimental studies leave no doubt that Persantin has a favourable effect on the coronary circulation when it is administered in sufficiently high doses and treatment is continued for several months.`' Hence the long-term treatment of coronary insufficiency (whether infarction has occurred or not) with dipyridamole is worth while in any case. We are at present studying the question of whether or not long-term Persantin treatment significantly increases the 5-year survival rate after myocardial infarction. The results so far suggest that the answer is yes. As the occurrence of an infarction-is conclusive evidence of the presence of coronary insufficiency without sufficient collateral supply, it appears appropriate to start long-term Persantin therapy as early as possible and continue for at least six months. fibrinolytic activity in the blood than control groups consisting of "well" SS patients or hospitalized non-SS patients. Because that study compared activity in different patients rather than in the same one during periods of well-being and ill-health, it could not be claimed with certainty that the occurrence of a crisis is associated with disturbance of fibrinolytic activity in a given patient. A sequential study of four SS patients and 10 inpatient controls with haemoglobin phenotype AA is now reported. All patients, except A and D who were studied as outpatients, were admitted to Mulago Hospital, Kampala, during their illness. The technique for dilute blood clot lysis time was the same as used in our earlier study. In SS patients A, B, and C, a single random estimation of lysis time had been obtained when they were well, two to three months before the crisis (" precrisis lysis time "). Lysis time was measured daily during crisis and again after the patient had been well for 7 to 11 days (" postcrisis lysis time "). The AA controls were studied daily for three days after admission. Plasma fibrinogen was measured using the method of King and Wootton.'
The lysis times and plasma fibrinogen levels in SS patients are shown in Table I He became afebrile on day 2. The diagnosis and lysis times in the control group are shown in Table II . There is no prolongation of lysis time with bed rest or infection.
The study confirms that disturbances of fibrinolytic activity are associated with crises in sickle-cell anaemia, although the nature of that is necessary, whereas in those without a functioning sphincter another proceduremy own preference is for the Nissen's fundoplication-may be necessary.
In spite of these provisos there is still a very high postoperative incidence of recurrent symptoms, hiatal hernia, or both after prolonged follow-up, and then we are back to the preoperative status. In fact reflux is not as " virulent " a condition as has been made out in the past. What is refluxed is also not important, but what is important is the sensitivity of the mucosa. Stricture incidence is, likewise, much lower than is indicated in the literature. Many cases which have been diagnosed as strictures are really spasms of the oesophagus and are relieved by antispasmodics.
In essence, therefore, I feel that the majority of those hiatus-hernia cases referred to hospital should be treated conservatively, and only a very small percentage, because of associated disease or because of absolute failure of conservative treatment, should be subjected to surgery, with the proviso that one must be careful about the final prognosis. 
Treatment of Skin Fissures
SIR,-In winter many older people suffer from painful fissures of the skin at the tips of the fingers and thumbs. In my experience the only certain cure is a thick application of a liquid cement, such as Durofix. When it is first applied it tends to sting, but only for a few minutes. It is allowed to dry. If necessary it must be renewed to keep the firm coat in place for at least five days. It stands washing and all ordinary use. I have never had to use it for longer than five days, but there would be no harm in doing so if the fissures were still present.
To prevent recurrence patients should be warned against using strong detergents without wearing rubber gloves. The authors have made the point that a hyperosmolar infusion leading to water depletion was the cause of hypernatraemia. On one occasion we have experienced a similar complication, but this is easily prevented. It is worth notice that the method and vehicle of penicillin administration may be important. When patients were given their penicillin dissolved in 200 ml. of 5% dextrose administered 3-or 4-hourly through a continuously running physiological saline infusion hyponatraemia was often present.
We have also noted low serum-potassium values usually accompanied by low blood-urea levels and have ascribed this to urinary potassium loss. Although Brunner and Frick measured the urinary potassium they make no comment on urine volumes, and this could explain their rather low serum-potassium
